We present a case report to highlight the risk of pharyngeal trauma, as a result of blind finger sweeps in the choking infant.
INTRODUCTION
In their guidelines for paediatric life support, both the European Resuscitation Council1 and American Heart Association2 stress that blind finger sweeps of the pharynx should not be performed in the choking child. The primary reason given for this is the risk of pushing a foreign body (FB) deeper into the airway, and impacting it at the level of the cricoid cartilage.
We would like to highlight a further problem with this manoeuvre, the potential for damage to the pharyngeal mucosa.
CASE HISTORY
Correspondence: Rachel Hartrey, Registrar, Anaesthetic Department, Great Ormond Street Hospital, London WC1 N 3JH, UK A 9-week-old, 4.9 kg baby girl with marked respiratory distress, was transferred to Great Ormond Street hospital under the care of the Ear, Nose and Throat (ENT) surgeons. She had been admitted to a local hospital the night before, with a history of choking on a paper tissue.
She was the first born of 36-week gestation twins and had recently been unwell with an upper respiratory tract infection. On the night of admission her father had been wiping her face with a tissue after she had vomited part of her bottled milk feed. Whilst still cradling the baby in his lap, he fell asleep with the tissue wrapped around his finger, but suddenly awoke to find her choking and part of the tissue in her mouth. Attempts were made to remove the tissue with a finger, but this only worsened her condition. She was then placed in the head down position and her back slapped several times, which resulted in a cry and enabled the father to remove the tissue from the mouth. Although her breathing was much improved at this stage, she remained very pale, which prompted her mother to call for an ambulance.
On arrival in the hospital she looked pale and had mild stridor. There was a mucopurulent discharge from her nose and she was tachypnoeic with a respiratory rate of 70 breaths min-. Auscultation of the chest revealed bilateral crepitations and slightly reduced breath sounds on the right. Inspection of the mouth revealed some blood and a tear of the soft palate. Twenty millilitres of 4.5% albumin solution was given intravenously and antibiotics commenced.
During the night her respiratory distress worsened, requiring 50% head box oxygen to maintain saturations of 90%. A full septic screen was performed and a chest radiograph revealed a slightly hyperinflated right lung. Thus she was transferred the following day with a presumed diagnosis of an aspirated FB.
Following atropine premedication, a rigid pharyngoscopy and laryngobronchoscopy was performed under halothane and oxygen anaesthesia with topical lignocaine spray.
Pharyngoscopy revealed a laceration of the right tonsil and pharyngeal mucosa extending down to the mid pyriform fossa (Fig. 1) . There was pooling of saliva and extensive slough over the area, but no abscess or FB visible. The supraglottic region was also oedematous. Mucopurulent secretions were aspirated from the left bronchi on bronchoscopy, but again no FB could be seen.
At the end of the procedure the bronchoscope was removed, halothane discontinued and 100% oxygen given via a face mask. During and after the procedure the skin of the baby felt cool and had a mottled appearance, despite the maintenance of a warm environment. She was tachypnoeic and had marked subcostal recession with an oxygen Fig. 1 13 In the emergency situation considerable force may be unintentionally exerted through the fingers. Therefore, we conclude that blind finger sweeps of the pharynx should not be performed in the choking child as this not only risks pushing the FB further into the airway, but may also result in extensive pharyngeal damage. 
